range) of 17 (12)(13)(14)(15)(16)(17)(18)(19)(20)(21)(22) cases. There was complete concordance of measure-related elements in 77 (65%) cases. In the 42 non-concordant cases, 60 measure-related elements were discrepant. The most common discrepancy (18 cases) was severe sepsis/septic shock presentation time. The median change in SEP-1 compliance at each site was a 16% decrease, but ranged from a 49% decrease to a 30% increase in compliance. Conclusions: The detailed nature of SEP-1 can lead to unreliable abstraction of sepsis cases. This may lead to inaccurate reporting of compliance with the measure. We show here, via an IRR process that even within a single health system actual SEP-1 performance varied considerably from initial sitereported performance. Caution should be used when interpreting performance between hospitals nationally due to abstraction variability.
Learning Objectives: The Awakening and Breathing Coordination, Delirium, and Early Mobility bundle (ABCDE) requires an ICU interprofessional team for delivery yet no data describe what team structure best supports implementation. The purpose of this study was to describe team structures used in ABCDE delivery and test the hypothesis that frequent involvement of a diverse team was associated with high levels of ABCDE implementation. Methods: We surveyed Michigan Health & Hospital Association Keystone Center ICU participants in 2015 about ABCDE delivery. We measured team structure by the frequency of nurse, respiratory therapist, physician, physical therapist, nurse practitioner/physician assistant or nurse aide involvement in: spontaneous awakening trials (SAT); spontaneous breathing trials (SBT); delirium monitoring (D) and early mobility (EM). We assessed ABCDE implementation by how well ABCDE was incorporated into the unit on a 5-point Likert scale ("routine part of every patient's care" to "no plans to implement"). We used multivariable logistic regressions to test how team structure in SAT, SBT, D and EM were associated with ABCDE implementation, adjusting for confounders and clustering of respondents within hospitals. Results: We received 293 surveys from 61 hospitals (75% response rate). Respondents reported that nurses were always involved in SATs (80%), D (73%) and EM (60%). Early mobility had the greatest diversity of clinicians always involved: nurse (60%); physical therapist (26%); nursing assistant (10%); respiratory therapist (9%); physicians (7%); nurse practitioner/physician assistant (3%). In multivariable regressions, respondents were more likely to report that ABCDE was a routine part of every patient's care if physicians were always involved in SATs (OR 3.02, p<0.001);SBTs (OR 2.00, p=0.009); D (OR 2.91, p=0.01) or EM (OR 2.03, p=0.0.03). Conclusions: We found diverse team structures in ABCDE delivery. Routine ABCDE implementation was associated with physician involvement in each component of ABCDE, suggesting that physician-led ICU teams may be able to achieve high levels of implementation.
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IMPACT OF TITRATION TO BISPECTRAL INDEX ON SEDATION AND ANALGESIA EXPOSURE IN ARDS
Mark Vance, Seth Bauer, Abhijit Duggal, Anita Reddy, Erin Roach, Heather Torbic, Sarah Welch, Stephanie Bass Learning Objectives: Despite a lack of data in this population, bispectral index (BIS) monitors are often used to measure the depth of sedation for critically ill patients with acute respiratory distress syndrome (ARDS) requiring continuous neuromuscular blocking agents (NMBA). This study was conducted to evaluate the impact of BIS titration on sedation and analgesia exposure for patients with ARDS receiving NMBA. Methods: A non-interventional, retrospective cohort study of patients admitted to non-neurologic ICUs with ARDS who received continuous NMBA for >24 hours between January 2012 and September 2015. Patients were separated into cohorts based on the presence or absence of BIS titration parameters in the sedative administration instructions. The primary objective was defined as total analgesic exposure, in daily morphine equivalents, and total sedation exposure, in daily midazolam equivalents, while on NMBA. Clinical outcomes of 28-day ICU-free days and ventilator-free days, 14-day coma and delirium-free days, and 90-day mortality were assessed. Results: Of 102 patients included, 33 patients received sedation with BIS titration (35%) and 66 patients received sedation without BIS titration (65%). There was no difference in sedation exposure (126.8 vs. 145.8 mg midazolam/day, respectively, p=0.83) or analgesia exposure (263.2 vs. 225.4 mg morphine/day, respectively, p=0.11) between patients with or without titration to BIS, which remained non-significant after adjustment for baseline characteristics with linear regression. Compared to patients without titration to BIS, patients with BIS titration experienced a greater number of rate adjustments of sedation (7 [IQR 4-11] vs. 1 [IQR 0-5], respectively, p<0.01) and analgesia (1 [IQR 0-2] vs. 0 [0-1], respectively, p=0.11) in the first 24 hours of NMBA. No differences were found in clinical outcomes. Conclusions: Titration to BIS does not result in a significant difference in sedation or analgesia exposure or clinical outcomes in patients with ARDS on NMBA despite more rate adjustments in the first 24 hours of NMBA.
